Hospital Fernando da Fonseca
Formacé&o em codificacéo clinica
Discussao tematica — 21/5/2009

Coding professionals should not change codes or the narratives of codes on the
billing abstract so that meanings are misrepresented. Diagnoses or procedures
should not be inappropriately included or excluded because payment or insurance
policy coverage requirements will be affected. When individual payer policies conflict
with official coding rules and guidelines, these policies should be obtained in writing
whenever possible. Reasonable efforts should be made to educate the payer on
proper coding practices in order to influence a change in the payer's policy

STANDARDS OF ETHICAL CODING of the American Health  Information Management Association

The instructions in the ICD-9-CM always take precedence over the guidelines. The
guidelines will be updated to reflect the instructions in the manual.

Coding Clinic, Second Quarter 2007 Page: 13-15




1. Choque séptico 185.52 Septic Shogk

PANCREATITIS

SEVERE
SEPSIS

SEPTIC
SHOCK

Choque séptico € a hipotensao induzida pela sépsis, com valores da pressao sistolica
inferiores a 90 mm Hg ou uma reducéo de 40 mm Hg da linha de base,
independentemente da ressuscitacao com os fluidos adequados, juntamente com a
presenca de alteracfes da perfusdo que podem incluir, mas que nao se limitam a,
acidose lactica e a uma alteracdo do estado da consciéncia.

E uma condicdo da sépsis severa_em que os doentes apresentam diminui¢do da
resisténcia vascular sistémica e reducao da capacidade do miocardio

Bone et al in Chest 1992; 101:1644-55

- codifica-se através da entraddhock/ septic no cddig@85.52 um cddigo de
manifestacdoé necessario codificar primeirasondromo da resposta
inflamatdria sistémica (SIRS)devido gprocesso infeccioso (“séptico”) com
disfuncéo orgéanica (“choque”) 995.92de acordo com a nota existente na lista
tabular;

(038.9) Cdédigo da infeccao sistémica

995.92 Sépsis severa

785.52 Choque séptico

xxX.xx Cédigos das disfuncBes organicas agudas

ICD-9-CM Official Guidelines for Coding and Repaidi: Septic Shock




Sépsis, septicemia e SIRS: conceitos e codificacao

Conceito Descrigdo Codificagdo
Septicemia Doenga sistémica devida a
presenga de microrganismos Exemplo:
ou de toxinas no sangue Septicemia estreptococica: 038.0
SIRS Resposta sistémica a uma Cddigo da causa (infecgdo, trauma, ...)
agressdo: infecgdo, trauma, Cddigo SIRS 995.9x
queimaduras, cancro ...
Manifesta-se por febre,
taquicardia, taquipneia, NB: 995.9x nunca pode ser diagndstico principal
leucocitose
Sépsis SIRS devido a infecgdo Cddigo da infecgdo sistémica (038.xx, 112.5, ...)

Cddigo da sépsis 995.91
Cadigo da(s) infecgdo(des) localizadas (486, 682.x ...)

Exemplo:
Sépsis estreptocdcica: 038.0 + 995.91

Sépsis severa

Sépsis com disfungdo
organica aguda associada

Cddigo da infecgdo sistémica (... 038.9 se ndo especificada)
Cddigo da sépsis severa 995.92

Caodigos das disfungdes organicas

Cadigo da(s) infecgdo(oes) localizadas (486, 682.x ...)

Choque
séptico

Insuficiéncia circulatdria
associada com a sépsis severa

NB: choque séptico implica
sépsis severa

Cddigo da infecgdo sistémica (... 038.9 se n3o especificada)
Cddigo da sépsis severa 995.92

Cddigo do choque séptico 785.52

Caodigos de outras disfungGes organicas

Cadigo da(s) infecgdo(oes) localizadas (486, 682.x ...)

Urossépsis

(termo inespecifico)

Cddigo de infecgdo urinaria 599.0
Cdédigo do microrganismo

Sépsis por Sépsis sucedente a infecgdo Cddigo da infecgdo devida a acesso vascular (996.62)
infecgdo de catéter venoso central Cddigo da infecgdo sistémica (038.xx, 112.5, ...)
de CVC Cddigo da sépsis 995.91 ou da sépsis severa 995.92
Cddigos de eventuais disfungbes organicas (sépsis severa)
Sépsis por Sépsis sucedendo a uma Cddigo de infecgdo pds-operatoria (998.59, 674.3x)
infecgdo infeccdo pds-operatdria Cadigo da infecgdo sistémica (...)
poés-op. Caodigo da sépsis 995.91 ou da sépsis severa 995.92
Cddigos de eventuais disfungbes organicas (sépsis severa)
Sépsis por Sépsis sucedendo a um Cddigo do processo ndo infeccioso (queimadura...)
trauma processo nao infeccioso Cddigo da infecgdo sistémica (...)
ou Cddigo da sépsis 995.91 ou da sépsis severa 995.92
queima- Cddigos de eventuais disfungdes organicas (sépsis severa)

dura




2. Codigos de combinagéo para HTA, Insuficiéncia renat Diabetes

Assign codes from category 403, Hypertensive chronic kidney disease, when
conditions classified to category 585 are present. Unlike hypertension with heart
disease, ICD-9-CM presumes a cause-and-effect relationship and classifies
chronic kidney disease (CKD) with hypertension as hypertensive chronic kidney
disease.

ICD-9-CM Official Guidelines for Coding and Reporti  ng: Hypertensive Chronic Kidney Disease

- anorma anterior s6 néo se aplica quando houvecesacao da etiologia da
insuficiéncia renal (doenca renal poliquistica asémica dominante, por
exemplo);

- caso especial de nefropatia diabética em doentehquenensao:

Sequenciagdo dos codigos

250.4x Diabetes com manifesta¢gfes renais
403.9x Doenca renal hipertensiva
585.x Insuficiéncia renal crénica

Renal failure due to diabetic nephropathy in patien  t
w/hypertension. Coding Clinic, First Quarter 2003 p . 20-21

- 0s quintos digitos dos cédigos da doenca renattbipgva devem estar em
concordancia com o estadio da doenca renal cronica:

Doenca renal cronica hipertensiva Doenca renal cronica

403.x( com doenca renal crénica | 585.1 estadio |

estadio | a IV ou ndo especificado| 585.2 estadio Il (ligeira)
585.3 estadio Il (moderada)
585.4 estadio IV (severa)
585.9 ndo especificada
403.x1 com doenca renal cronica | 585.5 estadio V

estadio V ou terminal 585.6 terminal




3. Insuficiéncia renal e insuficiéncia renal comabrecarga hidrica

“Insuficiéncia renal" codifica-se 593.9;

“insuficiéncia renal crénica” codifica-se 585.9;

se a sobrecarga hidrica for devida a insuficiéremial (como, por exemplo, por
falta de comparéncia as sessfes de hemodialiseyomasn doente com
insuficiéncia cardiaca ndo descompensada) a sobeekalrica podera ser o
diagndstico principal:

Sequenciagdo dos codigos

276.6 Sobrecarga de fluidos

428.0 Insuficiéncia cardiaca congestiva

585.x Insuficiéncia renal crénica

V45.1 Status de didlise renal

V15.81 Nao conformidade com o tratamento médico

Coding Clinic, Third Quarter 2007 Page: 11

4. Sindromo coronario agudo e cardiopatia isquémica

“Sindromo coronario agufi@odificava-se, Segundo o Coding Clinic, em
411.89 Acute and subagute forms of ischemic heseade, other; a partir de
Outubro de 2002 passou a classificar-se no codigdlAntermediate coronary
syndrome,

“Cardiopatia isquémicaé uma designacédo muito inespecifica que se Gizssi
em 414.9 Cardiopathy —see alsdisease, hearDisease heart / ischemic
414.9);

A cardiopatia isquémica sera, muito provavelmeamtea doenca
(aterosclerdtica) coronaria. Se 0 sindromo cororggudondo se acompanhar
de enfarte classifica-se em 411.89; se evoluir pafarte tera de se codificar
como tal. E, nesse caso, so se codifica 410.xxi¢@ddlinic, Third Quarter
2001 Page: 14)

verificar sequencia¢ao sindromo coronario intermediario vs aterosclerose coronaria [863]

no registo em andlise coexistem os cddigos de sindromo coronario intermediario, 411.1, e de
aterosclerose coronaria, 414.xx, ndo sendo este Ultimo o diagndstico principal como seria de
esperar

Sequencing of angina and coronary artery disease — guidelines. Coding Clinic 5" issue 1993, p.17-24




Cateterismo cardiaco

a CID-9-MC prevé codigos distintos para os catetens cardiacos direito, esquerdo e
combinado, mas nem sempre aparece registada respooclinico esta especificagéo,
para além do local da picada (regido inguinal) aateem tanto a artéria femoral
(cateterismo esquerdo) como a veia femoral (céeaterdireito);

Apesar da CID-9-MC prever por defeito (provavelnegmbr razdes histéricas) o
cateterismo direito (Catheterization / heart (fig@t.21), o cateterismo mais comum é,
de longe, o esquerdo; realiza-se através dumasapigniférica (por exemplo, femoral) e
sé raramente se acompanha dum cateterismo dieeoianto o cateterismo duma
artéria do braco (mais raro) utiliza um catetesateterismo da artéria femoral utiliza
guase sempre dois ou mais catéteres;

Pode ser acompanhado de ventriculografia, aoriageaforonariografia (quase
sempre), as quais também devem ser codificadas;

E o cateterismo esquerdo que permite realizar nteavencdo coronaria através do uso
de introdutores, com os quais se podem dilatanes#s realizando angioplastias e
introduzindo stents diluidores de farmacos (Cyptayamicina, sirolimus, Xience,
Endeavour,Coroflex please, Taxus);

Podem ainda utilizar-se outros farmacos como o Re®Kinibidor de glicoproteina) e
o Integrilim;

O cateterismo direito é, entdo, mais raro, diagomse realiza-se, por exemplo, na
caracterizacdo de doencas valvulares; utiliza uéteraterminado por um baldo de ar;

Para além da picada da artddateterismo esquerdo) ou da vi@ateterismo direito) do
relatorio de cateterismo podemos retirar outrazrindcdes: o registo de pressbes da
aorta, do ventriculo esquerdo e da auricula esgumEnh como o “encerramento
arterial” implicam um cateterismo esquerdo, o ncarsium;

E o registo de pressdes da artéria pulmonar, dinigelo direito e da auricula direita e
a utilizacdo da veia femoral implicam um cateteastineito;

Angioplastias e stents coronarios

percuténea 00.66 (PTCA)
Abordagem a céu aberto 36.03
n° vasos tratados 00.40 (um) 00.42 (trés)
00.41 (dois) 00.43 (quatro ou +)
n° de stents 00.45 (um) 00.47 (trés)
. 00.46 (dois) 00.48 (quatro ou +)
codigos - - =
adjuntos topogr.aﬁa 00.44 (blfu~rca(;_ao_) _
revestimento dos stents 36.06 (ndo diluidores) ‘Balluidores)
infuséo intra-coronaria 36.04 (trombolitico)
perfusdo ou injeccao 99.10 (ag. trombolitico) 94iaid. plaquetario)
99.19 (anticoagulante)




6. AVC e codificagdo dos défices decorrentes do AVC mpisodio agudo

AVC, Acidente Vascular Cerebraindrome neuroldgico de causa vascular, de
instalacéo rapida, com sinais e sintomas focajsieedura mais de 24h;
Classificar de acordo com a etiologia: hemorrd@i3d., 431., 432.), pré-cerebral
(433.), tromboticq434.01), embolicg434.11), ou mesmo nao especificallocident /
cerebrovascular (current) (CVAY 434.91 Cerebral artery occlusion, unspecified
AVC isquémicotambém se codifica em 434.91,

Esta mudanca da codificacdo do “AVC”, da categdB@. para a subcategoria 434.91,
aconteceu na ICD-9-CM em Outubro de 2004 e a quoretente instrucao esta no
Coding Clinic, 4 Quarter 2004 p.77-78;

Os défices neuroldgicos codificam-se coagoidos(por exemplo, 342.xx
hemiplegia) se estiverem presentes a data de alta;

Codificam-se comefeitos tardios(por exemplo 438.1x, défices da linguagem)
nos internamentos subsequen{€oding Clinic, Third Quarter 2006 Pages: 3-4)
Num mesmo internamento o doente pode ter efeitdotade AVCs anteriores
(438.xx) e efeitos agudos dum AVC actual (430-48QD-9-CM Official
Guidelines for Coding and Reporting);

Os défices dum AIT néo se codificam;

Traumatismo cranio-encefalico versus contusao ceredl

“traumatismo cranio-enceféliteodifica-se 854.00njury / cranial / cavity; é
uma designacéo imprecisa: devera especificar-skifea hemorragia, contusao,
laceracao, etc.

“contusao cerebrak uma condicao especificada (é necessario gegiste

como tal no processo clinico) ou seja, uma lesiiontatica do cérebro que se
codifica em 851.4x — 851.9x se néo for acompankdadaactura do cranio;

a contusédo pode ser acompanhada de hemorf2gmrusion / brain (with
hemorrhage)) sem alteracdo do codigo; mas podeexsiavel que a
hemorragia duma contusdo hemorragica que justifigue cirurgia de
drenagem se codifique adicionalmentieihorrhage / brain / traumatic 853.xx)




SIDA, como diagndstico principal e secundario

- Codifica-se com V08. um doente com infec¢do assiatwapelo VIH;

- Sempre que a infec¢do VIH se acompanhe duma doefigidora de SIDA
usa-se 042.;

- Um doente previamente classificado com 042. SIDkca mais se codifica
com V08,

- A SIDA é o_diagndéstico principalempre que o doente seja internado por uma
condicéo relacionada com o VIH (ICD-9-CM Officiaufdelines for Coding
and Reporting); e é diagnostico adicional quandoente € admitido por outras
condi¢cbes (um traumatismo, por exemplo);

- No caso da obstetricia os codigos do capitulo 3Q-679) tém prioridade sobre
os da SIDA,; se a gravida for internada por uma igdiadrelacionada com a
SIDA o diagnastico principal sera 647.6x; e 042asalicional (ICD-9-CM
Official Guidelines for Coding and Reporting);

- Gravidas com infeccéo assintomatica pelo VIH regebe codigos 647.6x e
V08.;

Doencas definidoras de SIDA

Candidiasis of bronchi, trachea, or lungs

Candidiasis, esophageal

Cervical cancer, invasive *

Coccidioidomycosis, disseminated or extrapulmonary

Cryptococcosis, extrapulmonary

Cryptosporidiosis, chronic intestinal (greater than 1 month’s duration)

Cytomegalovirus disease (other than liver, spleen, or nodes)

Cytomegalovirus retinitis (with loss of vision)

Encephalopathy, HIV-related

Herpes simplex: chronic ulcer(s) (greater than 1 month’s duration); or
bronchitis, pneumonitis, or esophagitis

Histoplasmosis, disseminated or extrapulmonary

Isosporiasis, chronic intestinal (greater than 1 month’s duration)

Kaposi's sarcoma

Lymphoma, Burkitt's (or equivalent term)

Lymphoma, immunoblastic (or equivalent term)

Lymphoma, primary, of brain

Mycobacterium avium complex or M. kansasii, disseminated or
extrapulmonary

Mycobacterium tuberculosis, any site (pulmonary * or extrapulmonary)

Mycobacterium, other species or unidentified species, disseminated or
extrapulmonary

Pneumocystis carinii pneumonia

Pneumonia, recurrent *

Progressive multifocal leukoencephalopathy

Salmonella septicemia, recurrent

Toxoplasmosis of brain

Wasting syndrome due to HIV

* requires laboratory confirmation of HIV infection

1993 Revised Classification System for HIV Infectio  n and Expanded Surveillance Case
Definition for AIDS Among Adolescents and Adults (C DC)




9. Sequenciacao dos cédigos de gravidez

Nos episadios de internamento em que haja lugadigas do capitulo 11 da
obstetricia (630-679) o cadigo da gravidez € olboigamente diagnostico
principal;

“Should the provider document that the pregnancy is
incidental to the encounter, then code V22.2 should be used
in place of any chapter 11 codes. It is the provider’s
responsibility to state that the condition being tr eated is
not affecting the pregnancy "

ICD-9-CM Official Guidelines for Coding and Reporti  ng

Se nao houver parto, o diagnostico principal deverincipal complicacdo da
gravidez que originou o internamento;

Quando houver parto, o diagndstico principal deneesponder a circunstancia
principal ou a complicacdo do parse o parto for por cesariana a selec¢ao do
DP deve corresponder a razao pela qual a cesdoiamalizadaa ndo ser que a
razao para o internamento nao tenha sido relacdgoo@h a condicdo que
resultou no parto por cesariana: por exemplo, ngrégda internada por pré-
eclampsia em que a cesariana foi por causa de regseapacao, o DP sera a pré-
eclampsia e a ma apresentacdo um diagndéstico adicio




10. Cirurgia laparoscépica

Tém sido criados cada vez mais cédigos para agicsilaparoscopicas:

Cirurgia laparoscopica

17.1 Reparacéo laparoscépica unilateral de hérnia inguinal

17.11 Reparacéo laparoscépica unilateral de hérnia inguinal directa com enxerto ou
prétese

17.12 Reparacao laparoscopica unilateral de hérnia inguinal indirecta com enxerto ou
protese

17.13 Reparacao laparoscopica unilateral de hérnia inguinal ndo especificada com
enxerto ou protese

17.2 Reparacao laparoscopica bilateral de hérnia inguinal

17.21 Reparacéo laparoscépica bilateral de hérnia inguinal directa com enxerto ou
prétese

17.22 Reparacéo laparoscépica bilateral de hérnia inguinal indirecta com enxerto ou
prétese

17.23 Reparacéo laparoscépica bilateral hérnia inguinal, uma directa e outra indirecta
c/enxerto ou protes

17.24 Reparacao laparoscopica bilateral de hérnia inguinal ndo especificada com
enxerto ou protese

17.3 Excisédo laparoscopica parcial de intestino grosso

17.31 Resseccéo laparoscépica de multiplos segmentos de intestino grosso

17.32 Cecotomia laparoscopica

17.33 Hemicolectomia direita laparoscoépica

17.34 Resseccao laparoscopica do colon transverso

17.35 Hemicolectomia esquerda laparoscépica

17.36 Sigmoidectomia laparoscépica

17.39 Exciséo laparoscépica parcial de intestino grosso, ndo classificavel em outra
parte

17.42 Procedimento laparoscopico assistido por rob6

44.38 Gastro-enterostomia laparoscépica

44.67 Procedimentos laparoscopicos para a criagdo de competéncia do esfincter
esofago-gastrico

44.68 Gastroplastia laparoscopica

44.95 Procedimento restritivo gastrico laparoscépico

44,96 Revisdo laparoscoépica de procedimento restritivo gastrico

44,97 Remocao laparoscoépica de dispositivo(s) restritivo(s) gastrico(s)

44,98 Ajuste (laparoscépico) to tamanho dum dispositivo restritivo gastrico ajustavel

45.81 Colectomia total intra-abdominal laparoscépica

47.01 Apendicectomia laparoscopica

47.11 Apendicectomia incidental laparoscopica

48.42 Resseccdo "pull through" do recto, laparoscopica

48.51 Ressecgdo abdomino-perineal do recto, laparoscopica

50.14 Bidpsia laparoscépica do figado

50.25 Ablacao laparoscopica de leséo ou tecido do figado

51.23 Colecistectomia laparoscopica

51.24 Colecistectomia parcial laparoscoépica

53.42 Reparacao laparoscopica de hérnia umbilical com enxerto ou prétese

53.43 Reparacao laparoscopica de hérnia umbilical, ndo classificavel em outra parte

53.62 Reparacao laparoscopica de hérnia incisional com enxerto ou prétese

53.63 Reparaca laparoscopica NCOP de hérnia NCOP da parede abdominal anterior
com enxerto ou protese

53.71 Reparagéo laparoscoépica de hérnia diafragmatica, via abdominal

53.83 Reparagéo laparoscoépica de hérnia diafragmatica, com abordagem toracica

54.21 Laparoscopia

54.51 Lise de aderéncias peritoneais por laparoscopia

55.34 Ablacao laparoscopica de leséo ou tecido renal




59.03 Lise de aderéncias peri-renais ou peri-ureterais por laparoscop.

59.12 Lise de aderéncias peri-vesicais por laparoscopia

65.01 Ooforotomia laparoscépica

65.13 Biopsia laparoscépica do ovario

65.14 Procedimento laparoscépico diagnéstico NCOP no ovario

65.23 Marsupializacéo de cisto ovarico por laparoscopia

65.24 Resseccdo em cunha do ovario por laparoscopia

65.25 Excisdo ou destruicao laparoscopica de leséo ou tecido do ovario

65.31 Ooforectomia laparoscopica unilateral

65.41 Salpingo-ooforectomia laparoscépica unilateral

65.53 Remocao laparoscépica de ambos 0s ovarios no mesmo acto cirurgic

65.54 Remocao laparoscoépica de ovario restante

65.63 Remocéo laparoscipica de ambos os ovarios e trompas de Falépio no mesmo
acto operatdrio

65.64 Remocéo laparoscopica de ovario e trompa restantes

65.74 Sutura laparoscopica simples do ovario

65.75 Reimplantacéo laparoscépica do ovario

65.76 Salpingo-ooforoplastia laparoscépica

65.81 Libertacao laparoscopica de aderéncias do ovario/trompa Fal6pio

68.31 Histerectomia supracervical laparoscopica

68.41 Histerectomia abdominal total laparoscopica

68.51 Histerectomia vaginal assistida por laparoscopia

68.61 Histerectomia abdominal radical laparoscopica

68.71 Histerectomia vaginal radical laparoscopica

Quando nao existir um codigo para uma cirurgiariagzdpica deve codificar-se
essa cirurgia como aberta, utilizando o indicebélfiao; o cddigo da
laparoscopia nédo deve ser utilizado como adicional!

“Therefore, until specific codes for the
laparoscopic approach are created, the current
code for the procedure as indexed in ICD-9-CM
must be applied; this traditionally may be an open
procedure.”

Coding Clinic, Third Quarter 1998 Page: 10

11.Biopsia da mama estereotaxica/marcagdo com arpao

Todas as biopsias mamaria ndo abertas (percutipueasyulha,
estereotaxicas...) sdo classificadas no mesmo c88idd Closed
[percutaneous] [needle] biopsy of breast

N&o ha codigo para classificar cirurgias esterecédxapenas para a medicina
nuclear (92.3x radiocirurgia estereotaxica);

A marcacdo com arpao e a injeccdo de azul patéatgsnicas diagndsticas que
se podem classificar eb.13 Other diagnostic procedures on breaspara

além de qualquer procedimento radiologico ou edmgra



12. Exame extemporaneo

O exame extemporaneo € apenas uma circunstang@arando exame
anatomo-patolégico das pecas operatorias, o qudhssifica em 90.x9 e 91.x9;
Os exames microscopicos nao sdo de codificacagatbria (salvo definicdo
interna do hospital) mas nunca deverao tirar orlaga codigos dos
procedimentos deiopsia ou deexéresé

13.Valorizacdo da anatomia patologica

Abnormal findings (laboratory, x-ray, pathologic , and other diagnostic results) are not
coded and reported unless the provider indicates their clinical significance. If the findings
are outside the normal range and the attending provider has ordered other tests to
evaluate the condition or prescribed treatment, it is appropriate to ask the provider
whether the abnormal finding should be added.

B. Abnormal findings

ICD-9-CM Official Guidelines for Coding and Reporti  ng

query the attending physician regarding the clinical significance of the findings and

Coding Clinic, Second Quarter 2002 Page: 18

For inpatient coding, if the attending physician does not confirm the pathological findings,

request that appropriate documentation be provided. Refer to the Official Guidelines for
Coding and Reporting, Section lll B, Abnormal Findings, for additional information.

Although the pathologist provides a written interpretation of a tissue biopsy, this is not
equivalent to the attending physician's medical diagnosis based on the patient's
complete clinical picture . The attending physician is responsible for and directly

a physician other than the attending physician, since a pathologist's interpretation of a
specimen is not the same as a diagnosis provided by a physician directly involved in the
care and treatment of the patient. If the attending physician documented "breast
conflicting information requiring clarification fro m the attending physician

Coding Clinic, First Quarter 2004 Page: 20 to 21

involved in the care and treatment of the patient. This advice is consistent with
information regarding appropriateness of code assignments based on documentation by

mass" and the pathologist documented "carcinoma of the breast," this would be

“Yes, it is appropriate to consider the diagnostic statement on the autopsy report to

the autopsy report includes a condition not mentioned anywhere else on the record,

provide greater detail or specificity. Coding is based on physician documentation. The
pathologist is a physician . However, if there is conflicting information in the record, or if

query the attending physician for clarification and to determine whether the diagnosis
should be included in the final diagnostic statement.”

Coding Clinic, First Quarter 2001 Page: 5to0 6




14. Transferéncia de outro hospital

s6 aftercare (cuidados posteriores) sem complicagtes
— codificar Aftercare, V54.x, V58.x, como Diagndstico Principal

aftercare e complicagdes que justificam o prolongar do internamento
— codificar as complicag6es como Diagnéstico Principal

aftercare de algumas les@es, e coexisténcia de outras lesdes nao tratadas
— codificar as lesdes nao tratadas como Diagndstico Principal

- As transferéncias entre hospitais levantam o pnabléa seleccao do
diagnostico principal no hospital que recebe o tleansferido;

- S0 devem codificar-se como activos os diagnésticesnao tiverem sido
tratados, em especial aqueles que forem objeatoulgia;

- Ha que distinguir claramente entre lesdes (frasjuagudas recebendo cuidados
activos (tratamento cirdrgico, avaliagdo na urg&navaliacdo ou tratamento por
um novo médico) e lesbes (fracturas) apenas erd&dos posteriores”;

- Halesbes cujo “tratamento” é evidente: drenageimedeatomas, reducéo de
fracturas, sutura de feridas, ressecc¢ao de tunreqe,acao de hérnias... cujo
diagnostico ndo se codificard no hospital de destin

- Qutras lesbes nao tém “tratamento” definitivo: agab cerebral, fractura de
costelas, ... e poderao codificar-se no hospitaledtirtb se a transferéncia
acontecer “precocemente” sem ter havido tempogécara”;

- Aregra da portaria ded‘hospital que recebe o doente transferido, parintidade de
prestacdo de cuidados, factura o GDH 465, 466,&5pu 754, de acordo com a
codificagdo do episodiando € suficiente para que nao se codifique cdejpsde
acordo com as normas aplicaveis;



15. Codificacdo das comorbilidades nas cirurgias de anuibatério e internamentos
curtos (cirurgias simples por exemplo)

- Segundo as ICD-9-CM Official Guidelines for Codemgd Reporting devem
codificar-se os diagndsticos adicionais que reqaere

clinical evaluation; or

therapeutic treatment; or

diagnostic procedures; or

extended length of hospital stay; or
increased nursing care and/or monitoring

- Condicdes previas
o diagnosticos incluidos na folha ou relatorio da divem ser
codificados; mas condigdes resolvidas ou de spaisisrealizacao de
procedimentos que nao tenham implicacfes no intexnto actual ndo
devem ser codificadas, a nao ser que tal sejanidqumr determinacao
do hospital;
0 cbdigos de historia pessoal ou familial com impamts cuidados actuais
ou inffluenciem o tratamento;
- achados anormais
o resultados laboratoriais, radiologicos, anatomalpgtcos ou outros,
nado sao codificados a ndo ser que o médico indicuug importancia
clinica;
- diagndsticos incertos
o diagndsticos “provaveis”, “suspeitos”, “question&Veu ainda “por

excluir’ a data de altacodificam-se; e isto por causa dos procedimentos
diagndsticos realizados, dos arranjos para estuadservacao
posterior, e da abordagem terapéutica inicial sporedem de perto ao

diagndstico estabelecido;



16. Diagnésticos implicitos mas nao explicitos (p.e. im@grama 7,2, mas sem
mencéao especifica de anemia, glicémia 300, sem m@&mexplicita de
descompensacao de diabetes, CPK elevado sem referara rabdomiolise...)

- O codificador ndo faz diagnésticos com base enitegtas laboratoriais:
codifica os existentes (registados, transcritagjragdos) no processo clinico;

- O hospital podera definir internamente normas apéts, as quais deverao
registar-se e evidenciar-se sempre que tal segsségo (e.g. numa auditoria
externa);

o por exemplo o “critério de transfuséao”: se foi rzatia uma transfuséo
sanguinea por uma hemoglobina inferior ou iguab&ll, entédo é
assumido o diagnostico de anemia;

0 para a diabetes descontrolada poderéao aprovargaigas como as da
American Diabetes Association para justificar @inamento dum
doente:

- hiperglicemia associada a desidratacao.

- hiperglicemia refractaria persistente associada a deterioragdo metabdlica.

- hiperglicemia em jejum recorrentemente > 300 mg/dl (> 16.7 mmol/l),
refractdria ao tratamento em ambulatério, ou um nivel de A1C = 100% acima do
limite superior do normal.

- episddios recorrentes de hipoglicemia grave (i.e., < 50 mg/dl [< 2.8 mmol/l])
apesar de intervencao.

- instabilidade metabdlica manifestada por oscilagbes frequentes entre
hipoglicemia (< 50 mg/dl [< 2.8 mmol/l]) e hiperglicemia em jejum (> 300 mg/dl
[>16.7 mmol/1]).

- cetoacidose diabética recorrente sem infeccdo ou traumatismo precipitante.

- auséncias repetidas da escola ou do trabalho por problemas psicossociais graves
causando controlo metabdlico precario que ndo podem ser tratados em regime
ambulatério

- aregra sera sempre, na duvida, perguntar ao masiétstente;

17.Internamento prolongado sem CCs assinaladas - pokemplo ameaca de parto
prematuro, HTA gestacional labil...

- Trata-se duma mensagem de alerta do programa Aggiéodevera motivar
uma revisao / auditoria do processo;



18.V65.0 Pessoa saudavel acompanhando pessoa doente

- V65.0é um codigo perfeitamente valido que pode semdistico principal
qualquer que seja a idade (mesmo nos recém-nagcidos

- V20.1Outra crianca ou bebé a recebendo cuidadasd deve utilizar-se quando
os cuidados (médicos ou de enfermagem) recebidosar@m possiveis em
casa (por parte da mée ou ama);

- A situacdo dum recém-nascido (R/N) que fica intéor@orque a mae nao pode ter alta,
ou que a acompanha quando esta é reinternadas@odaquadrada em uma das duas
situagOes seguintes:

- se receber cuidados médicos ou de enfermagenssifidado com o codigg20.1
Outra crianga ou bebé saudavel recebendo cuidad@so indice alfabético:
Healthy / infant or child / accompanying sick mother);

- se receber apenas os cuidados que receberia emocasate da mae ou da ama,
sera classificado eM65.0 Pessoa saudavel a acompanhar pessoa dogfrte
indice alfabéticoHealthy / infant or child / receiving care);

- asituacdo tipica sera o R/N por cesariana no tabspja alta € atrasadapor motivo
de complicacdes na méae: o diagnostico principa) €2Pa V30.01, e V20.1 sera
adicional(Newborn kept in hospital because of maternal dimaupons: Coding Clinic
4™ Quarter 1993 pag. 36) uma vez que o R/N recebeditral or nursing care”;

- nos casos desinternamento a questao principal seré definir a existénciaudgadlos
médicos ou de enfermagem; entender-se-d0 como oséasccuidados prestados para
além dos gue a crianca receberia em,aasaeja, os cuidados médicos ou de
enfermagem que a mae ou ama nao poderiam prast@nda, e dito de outro modo, os
"cuidados médicdsno sentido lato;

- aV Code TabledaslCD-9-CM Official Guidelines for Coding and Reporting
classifica V20.1 comol® Dx Only” (apenas DP) embora também permita a sua
utilizacdo como adicional guando o R/N tem maigjde uma admissdo no mesmo dia,
ou quando houver mais do que uma razao para oEoamento; na edicdo da Ingenix
dos livros de ICD-9-CM V20.1 é inaceitavel como &d’contrario de V65.0 que pode
ser DP.



19. Parto/aborto? ap6s Cytotec (autoadministrado p.e.)

- O abortamento é classificado como espontaneo (&®4rjo legal (635.), como
ilegal (636.) ou como nao especificado (637.); orblegal é definido pela
legislacao nacional;

- Um abortamento induzido por autoadministracéo det€y, fora do quadro
legal, € umabortamento ilegal

20. Interrupcao de gravidez apds 11 semanas por indicdg médica (malformacao
p.e.)

- Um abortamento por indicagcdo médica € abrangidomedso quadro legal e
assim deve ser codificado independentemente da gkestacional;

21.Sobre-infeccéo bacteriana na crianca apos sindromaral

- Deve codificar-se a virose e a infec¢ao bacteriars&leccéo do diagndstico
principal depender& das circunstancias do interngone

22.Cefalo-hematoma

- ceéfalo-hematoma hematoma localizado ao periésseo de um Unicodsso
cranio; nao confundir com bossa nem com o capukesianeum; codifica-se
atraves d€ephalhematoma, cephalematomadue to birth injury no codigo
767.19; é um diagndstico adicional de traumatismpatto e deve ser
codificado;

- podem néo ser considerados traumatismos do pasegamtes situacoes:

0 bossa (sero-hematica) (chignon): edema difuso fitragao sero-
hematica, atingindo mais do que um osso do cradio,confundir com
céfalo-hematoma,;

0 caput sucedaneum: edema da zona da apresentagacatize,
habitualmente resultante da pressao contra o ¢tetma durante o
trabalho de parto ou o parto;

0 cavalgamento das suturas cranianas: situacaoofigial que facilita a
travessia do canal do parto;

0 escoriagoes;



23.Hipoxémia / insuficiéncia respiratéria / paQ baixa

Asphyxia is a condition of severely deficient supply of oxygen to the body .
Hypoxemia is deficient oxygenation of the blood . Low oxygen levels can
be present without asphyxiation.

Coding Clinic, Fourth Quarter 2005 Page: 90

Note that asphyxia and hypoxemia due to hypercapnia should be coded to
786.09, Symptoms involving respiratory system and other chest symptoms,
Other

Coding Clinic, Fourth Quarter 2005 Page: 90

It is appropriate to assign code 799.02, Hypoxemia , as an additional
diagnosis when it is present with pneumonia. Hypoxemia is not inherent in
pneumonia.

Coding Clinic, Second Quarter 2006 Page: 24-25

Do not assign hypoxemia as an additional diagnosis when it is present or
associated with acute respiratory failure. Hypoxemia would be considered
inherent in acute respiratory failure.

Coding Clinic, Second Quarter 2006 Page: 24-25

24.Insuficiéncia respiratéria: quando deve ser diagndsco principal

- “insuficiéncia respiratoria” codifica-se com 786.09jrisuficiéncia
respiratoria aguda’ com 518.82;

- Nao se usa “faléncia respiratoria” mas a necessidad/entilacdo, mesmo nao
invasiva, pode traduziféléncia respiratoria”; esta codifica-se em 518.81
(aguda), 518.83 ¢ronica) ou 518.84 ¢ronica agudizady;

- ainsuficiéncia respiratéria é parte integrant®8&C: usa-se um codigo de
combinacdo — 491.21 Bronquite cronica obstrutiva eaacerbacédo (aguda);

“Respiratory failure due to or associated with a respiratory condition is
appropriately sequenced as the principal diagnosis when the circumstances of the
admission support such a decision." When the condition that occasions admission
to the hospital is respiratory failure due to an underlying respiratory condition, the
respiratory failure is assigned as the principal diagnosis, with an additional code for
the underlying respiratory disease. When the failure develops after admission, it is
reported as an additional diagnosis.

Coding Clinic, Second Quarter 2000 Page: 21

Ver Anexo 2



25.Neoplasia com invaséo de varios locais no mesmo aog(p.e. mama com
invasdo de mais do que um gquadrante

- Utiliza-se o quarto digito .8: 151.8, 153.8, 174.8&ther specified parts

26.Neoplasia com invasao de 6rgao adjacente por contigade

Malignant neoplasms (140-199) are tumor cells that have the property (behavior) for
invasion of or attachment to adjacent structures, for spread to distant sites, for
relentless growth, and for a lethal effect.

site of origin. Example: Carcinoma of sigmoid colon, 153.3.

and invade adjacent structures. Metastasis is the ability of the malignant cells to

shed into body cavities.

Metastasis(es) often is used interchangeably with direct extension in documenting

The primary site of a malignant neoplasm (140-195) identifies the stated or presumed

The secondary site of malignancy (196-198) identifies site(s) to which the primary site
has spread or metastasized. Direct extension is the ability of the primary site to infiltrate

circulate from the primary site to a distant site and establish new centers of malignancy.
There are three routes for this type of dissemination: lymphatic spread as tumor cells
infiltrate local lymph vessels, hematogenous dissemination as tumor cells invade the
local bloodstream (referred to as circulating cancer cells), and implants as tumor cells

secondary malignancies in the medical record. ICD-9-CM classifies both as secondary

malignant neoplasms.

Malignant neoplasms classifiable to categories 200-208 stated as secondary or

196.0-196.9

Coding Clinic, May-June 1985 Page: 1-5

and should be coded to the 200-202 categories

Coding Clinic, Second Quarter 1992 Page: 3

metastatic site(s) remain within the 200-208 categories and are not coded to categories

A lymphoma, regardless of the number of sites involved, is not considered metastatic,




Anexo 1
Acute Fracture Versus Aftercare
Coding Clinic, First Quarter 2007 Pages: 3-8

Effective November 15, 2006, chapter-specific glings were revised for coding
pathological and traumatic fractures, the corredpanE codes and fracture aftercare.
Key points to remember when coding pathologic aadmhatic fractures are as follows:

Newly diagnosed pathologic fractures are reportsadgusubcategory 733.1. See
Section I.C. 13.a.1 of the Official Coding and Retjmg Guidelines.

Subcategory 733.1 is used as long as the patieetesving active treatment for
the fracture. See Section I.C.13.a.1 of the OffiCiading and Reporting
Guidelines.

Continue to use the acute fracture codes (800888 the patient is receiving
active treatment for the fracture. See Section1Ch.1 of the Official Coding
and Reporting Guidelines.

Examples of active treatment are surgical treatresnergency department
encounter, evaluation and treatment by a new piaysic

External cause of injury codes (E-codes) may bigiasd while the acute
fracture codes are still applicable.

Aftercare codes are not assigned when treatmelntaisted at a current acute disease or
injury. Aftercare codes, subcategories V54.0, Vh¥34.2 and V54.8 or code V54.9,
are assigned after active treatment of the fractucempleted and for routine care of
the fracture during the healing or recovery ph&s@mples of fracture aftercare are:
cast change or removal, removal of external ormatiefixation device, medication
adjustment, and follow up visits following fractureatment.

The following questions and answers are providegsponse to many requests for
assistance in applying the new instruction for ngdraumatic and pathological
fractures. The complete set of ICD-9-CM Official i@elines for Coding and Reporting
are posted on the National Center for Health Siegi$NCHS) website,
www.cdc.gov/nchs/datawh/ftpserv/ftpicd9/icdguidg@B, and the AHA Central Office
website, www.ahacentraloffice.org, and appearatier-ourth Quarter 2006 edition of
Coding Clinic



Question:

A patient is admitted to Hospital A with a severacture of the shaft of the femur. The
physician recommends transfer of the patient topiialsB for open reduction with
internal fixation (ORIF), because no orthopedicerage was available at Hospital A.
Would the acute fracture code be reported for btubpital A and Hospital B or would
an aftercare code be assigned for Hospital B?

Answer:

For Hospital A, assign code 821.01, Fracture oéo#nd unspecified parts of femur,
shaft, as the principal diagnosis. Assign the ampate E-code to describe the external
cause of injury.

For Hospital B, assign code 821.01, Fracture ofio#md unspecified parts of femur,
shaft, as the principal diagnosis. Since the pategeived active treatment (open
reduction and internal fixation) at Hospital Bistappropriate to code the acute fracture
as the principal diagnosis at Hospital B. For cggiarposes, the fracture would not be
considered in the healing phase until after defi@itreatment has been rendered. The
E-code may be assigned as long as the acute feactde is applicable. Assign code
79.35, Open reduction of fracture with internabtion, femur, for the ORIF.

Question:

At our hospital, we treat patients with severermatic fracture and soft tissue injury of
the fracture site. In many instances, the physigidlrapply an external fixation device,
discharge the patient to allow the soft tissue kuwgeto resolve, and readmit the patient
sometime later for open reduction with internabfisn (ORIF). When the patient
presents for ORIF, should the acute fracture oaftexcare code be used, due to the
fact that this is a subsequent encounter?

Answer:

Because of the nature of the fracture, the physigiade a clinical decision to allow the
swelling to subside before treating the fractungisally. Assign the acute fracture, as
the principal diagnosis for both admissions. Fatieg purposes, the fracture would not
be considered in the healing phase, since aceagnrent is ongoing.

Question:

The patient is an 80-year-old female with senileogorosis. She was admitted to the
hospital with severe back pain without any histoiyrauma or acute injury.
Radiological studies confirmed pathologic fractafé¢he lumbar vertebra and severe
osteoporosis. The provider documented pathologittdire of lumbar vertebra



secondary to senile osteoporosis. The patient wedgrkyphoplasty in order to
stabilize the vertebral column. What are the appate code assignments for this case?

Answer:

Assign code 733.13, Pathologic fracture of vertepbaa the principal diagnosis. Code
733.01, Senile osteoporosis, should be assignad additional diagnosis. Assign code
81.66, Kyphoplasty, for the procedure performedewh patient is admitted for
management of a pathological fracture, which istdugsteoporosis or a metastatic
neoplasm, the pathological fracture is sequenceldeagrincipal diagnosis. This advice
is consistent with that published in Coding CliNiavember-December 1986, page 10.

Question:

The above patient was subsequently seen in thegunys office for treatment of her
senile osteoporosis and aftercare of the pathofogture. The patient was advised to
start a daily regimen of calcium supplements fardsteoporosis in an effort to enhance
bone deposition. How should the office encountecdmed?

Answer:

Assign code 733.01, Senile osteoporosis, as thelited diagnosis for the office visit.
Code V54.27, Aftercare for healing pathologic fretof vertebrae, should be assigned
as an additional diagnosis.

Question:

The patient was admitted for treatment of path@a@gimpression fracture of T-8
secondary to bone metastasis. The patient had @ednstory of breast carcinoma
status post mastectomy. The fracture was treateskeceatively with pain meds and bed
rest. How should this be coded?

Answer:

Assign code 733.13, Pathologic fracture of vertepaa the principal diagnosis. Code
198.5, Secondary malignant neoplasm of other spddites, Bone and bone marrow,
and code V10.3, Personal history of malignant resopl Breast, should be assigned as
additional diagnoses.

Question:

The patient, a 12-year-old male, presents to tlysipian’s office with a comminuted
fracture of the distal radius and ulna after fglfrom playground equipment. In the



office, the patient underwent closed reduction easting. The patient was later
admitted to the hospital for open reduction andriml fixation (ORIF). Several weeks
following surgical treatment, the patient returnedhe physician’s office for x-rays and
post-op examination. What are the appropriate esgggnments for the initial treatment
in the physician’s office, the hospital admissiand office visit for aftercare?

Answer:

For the initial physician’s office visit, assignd®813.44, Fracture of radius with ulna,
lower end. Code E884.0, Fall from playground eq@pmshould be assigned to show
the external cause of the injury.

For the hospital admission, assign code 813.44te@ of radius with ulna, lower end.
Code E884.0, Fall from playground equipment, shdacssigned to show the external
cause of the injury. Assign code 79.32, Open redadf fracture with internal fixation,
radius and ulna, for the ORIF.

For the office visit for aftercare, assign code \24 Aftercare for healing traumatic
fracture of lower arm.

Question:

The patient was seen in the emergency departmdradmitted for treatment of lumbar
vertebral fracture following a fall from a ladd@ihe patient was stabilized, the fracture
was managed conservatively, and the patient wabaliged home. However, he was
readmitted because of significant pain and undetrkygrhoplasty. How should the
readmission be coded (fracture aftercare, acutéuir®, or acute pain due to trauma)?

Answer:

Assign code 805.4, Fracture of vertebral colummeuat mention of spinal cord injury,
Lumbar, closed, as the principal diagnosis forsgseond admission. Code E881.0, Fall
from ladder, should be assigned to describe thermaitcause of the injury. It is
appropriate to assign the acute fracture codes 8290 as long as the patient is
receiving active treatment for the fracture.

Code 338.11, Acute pain due to trauma, is not gpate, since the related definitive
diagnosis (vertebral fracture) had been confirmgthb physician.

Assign code 81.66, Kyphoplasty, for the procedwadgrmed.

© Copyright 1984-2007, American Hospital Associat{tAHA"), Chicago, lllinois.
Reproduced with permission. No portion of this pedtion may be copied without the
express, written consent of AHA.



Anexo 2
Respiratory Failure
Coding Clinic, First Quarter 2005 Page: 3-8

The Central Office has continued to receive numerequests regarding the
sequencing of respiratory failure. The followingtiuction has been developed by the
Cooperating Parties to provide clarification. Savhéhe principles outlined below are
consistent with previously published advice, anthie@ontain revised information.
Please review carefully these principles along withaccompanying examples.

Codeb18.81, Acute respiratory failure may be assigned as a principal diagnosis when
it is the condition established after study to biefty responsible for occasioning the
admission to the hospital, and the selection igpsrtipd by the Alphabetic Index and
Tabular List. However, chapter-specific coding glildes (obstetrics, poisoning, HIV,
newborn) that provide sequencing direction takegalence. Respiratory failure may be
listed as a secondary diagnosis if it occurs atknission.

When a patient is admitted with respiratory failarel another acute condition (e.g.,
myocardial infarction, cerebrovascular accidemig, principal diagnosis will not be the
same in every situation. Selection of the princghabnosis will be dependent on the
circumstances of admissiolf both the respiratory failure and the othertaatondition
are responsible for occasioning the admissionagdtispital, the guideline regarding
two or more diagnoses that equally meet the dedmior principal diagnosis (Section
II, C) may be applied in these situations.

The advice above supercedes guideline #1 and guedé®, previously published in
Coding Clinic, Second Quarter 1991, page 3. TH@rmation is consistent with advice
previously published in Coding Clinic, November-Beather 1987; Second Quarter
1990, pages 11-12; Third Quarter 1991, page 14t Buarter 1993, page 25; Second
Quarter 2000, page 21; and First Quarter 2003, page

Respiratory failure is a life-threatening conditibiat is always due to an underlying
condition. It is usually the final pathway of aelse process, or a combination of
different processes. It can arise from an abnotynaliany of the components of the
respiratory system, central nervous system, pergbinervous system, respiratory
muscles and chest wall muscles. Patients with aesparatory failure require repeated
assessments and close observation. The primarst thirereatment is usually toward
correction of the hypoxemia and stabilization @& tkentilatory and hemodynamic
status.

Example 1: A patient witkhronic myasthenia gravisgoes into acute exacerbation and
develops acute respiratory failure. The patieatdisitted due to the respiratory failure.

Principal diagnosis:



518.81 Acute respiratory failure
Secondary diagnosis:

358.01 Myasthenia gravis with (acute exacerbation)

Example 2: A patient witemphysemadevelops acute respiratory failure. The patient is
admitted through the emergency department forrtreat of the respiratory failure.

Principal diagnosis:
518.81 Acute respiratory failure
Secondary diagnosis:

492.8 Other emphysema

Example 3: A patient arrived in the hospital in t@ctespiratory failure. The patient was
intubated and admitted to the hospital. The patésd hasongestive heart failure
The physician documents acute respiratory failgréha reason for admission.

Principal diagnosis:

518.81 Acute respiratory failure
Secondary diagnosis:

428.0 Congestive heart failure, unspecified

In this example, the physician documented the aasj@iratory failure as the reason for
admission, therefore 518.81 was listed as the jpahdiagnosis. Selection of the
principal diagnosis is governed by the circumstarafeadmission. If the documentation
is unclear regarding whether the congestive haduré or the acute respiratory failure
was the reason for admission, coders should gherpliysician.

Example 4: A patient with asthmastatus asthmaticusdevelops acute respiratory
failure and is admitted to the hospital for treattnaf the acute respiratory failure.

Principal diagnosis:
518.81 Acute respiratory failure
Secondary diagnosis:

493.91 Asthma, unspecified, with status asthmaticus



Example 5: A patient is admitted to the hospiastpartum as a result of developing
pulmonary embolismleading to respiratory failure.

Principal diagnosis:
673.24 Obstetrical blood-clot embolism, postpartandition or complication
Secondary diagnosis: 518.81 Acute respiratoryiail

In this example, the obstetrical code is sequeficgdbecause there is a chapter-
specific guideline (Section I, C, 11, a, 1), whprevides sequencing directions
specifying that chapter 11 codes have sequencingtgrover codes from other
chapters.

Example 6: A patient who is diagnosedoasrdosing on crackis admitted to the
hospital with respiratory failure.

Principal diagnosis:

970.8 Poisoning by other specified central nensystem stimulant
Secondary diagnosis:

518.81 Acute respiratory failure

305.60 Nondependent abuse of drugs, Cocaine alnsgecified

In this example, poisoning is sequenced first beedhere is a chapter-specific
guideline (Section I, C, 17, e, 2, d) that provideguencing directions specifying that
the poisoning code is sequenced first, followedlmpde for the manifestation. The
acute respiratory failure is a manifestation ofpléoning. This advice is consistent
with information previously published in Coding flt, First Quarter 1993, page 25.

Example 7: A patient is admitted with respirataaildre due td®neumocystis carinij
which is due tcAIDS.

Principal diagnosis:
042 Human Immunodeficiency virus [HIV]
Secondary diagnosis:

518.81 Acute respiratory failure



136.3 Pneumocystosis

In this example, the HIV is sequenced first becdhsee is a chapter-specific guideline
(Section I, C, 1, a, 2, a) that provides sequendirgrtions specifying that if a patient is
admitted for an HIV-related condition (in this cdke Pneumocystis carinii), the
principal diagnosis should be 042, followed by &iddal diagnosis codes for all
reported HIV-related conditions. This advice is igtent with information previously
published in Coding Clinic, First Quarter, 2003ged.5.

Example 8: A patient is admitted to the hospitdhveievereStaphylococcus aureus
sepsisand acute respiratory failure.

Principal diagnosis:
038.11 Pneumocystis carinii Staphylococcus aurepscemia
Secondary diagnosis:

995.92 Systemic inflammatory response syndromealudectious process with organ
dysfunction

518.81 Acute respiratory failure

In this example, sepsis is sequenced first beddese is an instructional note under
subcategory 995.92 indicating to code first theautyihg systemic infection. In
addition, code 995.92 has a "use additional codé& to specify organ dysfunction and
lists acute respiratory failure (518.81). This iastion would mean that respiratory
failure would be a secondary diagnosis.

© Copyright 1984-2007, American Hospital Associat{tAHA"), Chicago, lllinois.
Reproduced with permission. No portion of this pedtion may be copied without the
express, written consent of AHA.



